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BILL graves GOvernor OFTHE state OF kansas 

K A N S A S  D E P A R T M E N T  OF S O C I A L  

A N D  R E H A B I L I T A T I O N  S E R V I C E S  

9 1 5  sw H A R R I S O N  S T R E E X  T O P E K A  kansas 6 6 6 1 2  

ROCHELLE CHrONISTER, SECRETARY 

June 20. 1997 

SRS determined this rate by applying the appropriate Medicaid p r o w  policies and regulations to the cost repon 
(Form MS 2004)data shown on the enclosed p a p a  schedule Desk review adjustments to he cost repon are 
shown on the enclosed provider adjustment f i e f .  except Innsfen from one line to another. which arc shown in the 
'Reason for SRS Adjustmenu' c o l u m n  of the schedule (allrelated transfers in this column have the same key 
number.) IFYOU HAVE questionsABOUT ANY DESK REVIEWadjustment CALL tHE ADULT 
CARE home PROGram'S AUDIT manager IN SRS AUDIT SERVICES AT (913) 296-3836. -
TEE FACiliTY'S RATEFOR NONMEDICAID/MEDikan RESIDENTSmustEQUAL OR EXCEED THE 
MEDICAID/MEDIkan UTE FOR COMpARaBLE CARE AND services If the private pay mu indicated 
on the agency register is lower, then the Medicaid/Medikan rate. beginning with its effective date, shall be lowered 
LO the private pay rate reflected on b e  registry The effective date of the p r i m  pay rate in the registry shall be the 
later of &e effective dare of the private pay rate or he first day of the following month in which complete 
documentation of the private pay rate is received by the agency. SEE KANSAS ADministrative 
REGULATION (KAR) 30-10-18(b). 

If you disagree with the rate in the anached payment schedule, you have the right  to request a fair hearing appeal in 
accordance with K.A.R. 30-744etseq. Your written request for such an appeal should be delivered to or orhenvise 

' mailed so bar it is received by the SRS Administrative Hearings Section, 2nd Floor, 610 West Tenth, Topeka, 
Kansas 66612within 30 days from the date of this letter (pursuant to K.S.A. 77-531, an additional three days W 
be allowed if this notice letter is mailed rather than hand delivered.) Failure to timely request or pursue such an 
appeal may adversely affect your rights on any related judicial review proceeding. 

If you have questions regarding the ,Medicid rate, other than those on desk review adjustments write to me or call 
at (913) 296-0703. 

Bill McDaniel, Administrator 

Nursing Facility Reimbursement 

Adult and Medical Services Commission 


BRM:ckc 
Enclosures 

JUN 0 6 2001
TN#MS-97-11Approval Date . Effective Date Supersedes T N #  MS-96-07 
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PROVIDER NO....... 
BEDS AVAILABLE 

FACILITY NAME..... nURSlNG FACILITY....... 
ADDRESS........... NFMF-mental HEALTH.. ..... 
C l T Y / S T A T E / z i p . . . .  TOTAL.. .............. 
ADMINISTRATOR..... ASSISTED L IV ING BEDS... 

OTHER.. ................ 
BED DAYS a v a i l a b l e  

REPORT YEAR END... 12/31/96 INPATIENT DAYS......... 
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CURRENT %CHG 
59 0.0 
0 0.0 

59 0.0 
0 0.0 
0 0.0 

21.594 1.9 
17,030 6.4 

78.9 4.5 
7,746 -1.0 

0 
18,355 

f i s c a l  YEAR END... 12/31/96 

INFLATION FACTOR.. 4.876 

a41............... 0.93 

RES RELATED EXP............ 
COST PER RESIDENT DAY.... 
inflation 
PPO COST BEFORE LIMITS... 
PPO COST 19.24 5.40 
a l l o w e d  COST............. 5.4043.29 17.78 

a l l o w e d  COST................................ 

occupancy RATE......... 
MEDICAID DAYS.......... 
CAL DAYS I F  appl ....... 
RES DAYS USED IN  DIV... 

129.921 106,336 311,072 1,305,084757.755 

PRIOR 
59 
0 

59 
0 
0 

21,195 
16,005 

'15.5 
7,823 

0 
18,016 

7 .0  5.79 
0.29 0.28 
7.37 6.07 

10.05 
7.37 

incentive factor 
REAL AN0 PERSONALPROPERTY FEE.............. 
24-hR NURSING adjustment 
minimum YAG� ADJUSTMENT..................... 

PER RESIDENT DAY RATE EFFECTIVE. ............ 07/01/97 
PRIVATE PAY RATE... ................. 09/01/95 

71.10 41.28 
0.03 2.01 

17.78 43.29 
45.77 

73.84 

0.40 
5.66 
0.00 
0.00 

79.90 
78.50 

3.41 
74.51
80.46 
73.04 

jun 0 6 2001 
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PROV Nu( 


........ PRIOR YEAR 
LINE REPORTED PROVIDER SRS resident PER RESIDENT PER X LINE R E A M  FOR SRS 

description NO. EXPENSE ADJUSTmT ADadjustmt EXPENSE DAY E X P E N S E  DAY CHG NO. ADJUSTMENT- - - ­
administration 

SALARY-ADmIN 101 19,571 0 0 19,571 1.07 27,146 1.51 -29.14 101 

SALARY-#) adm 102 0 0 0 0 0.00 0 0.00 0.00 102 

OTHER adm SAL 103 55,559 0 0 55,559 3.03 48,512 2.69 12.64 103 

EMP BENEFITS 104 13,580 0 0 13,580 0.74 13.716 0.76 -2.63 104 

OFC SUP L PRINT lo5 9,665 0 0 9,665 0.53 6,776 0.38 39.47 105 

mgt consulting 106 0 0 0 0 0.00 a5 0.00 0.00 106 

own/REL PTY cmp 107 0 0 0 0 0.00 0 0.00 0.00 107 

CENTRAL ofc 108 0 0 0 0 0.00 0 0.00 0.00 108 

phone L communi 109 2,814 0 0 2,814 0.15 2,916 0.16 -6.25 109 

TRAVEL 110 2,380 0 0 2,30 0.13 1,125 0.06 116.67 110 

advertising 111 720 0 0 m 0.04 1,518 0.08 -50.00 111 

licenses L D E S  112 4,346 0 0 4,346 0.24 2.065 0.11 118.18 112 

legal/acctg dp 113 6,374 0 0 6,374 0.35 7.575 0.42 -16.67 113 

INS EXCEPT LIFE 114 13.628 0 0 13,628 0.74 21,103 1.17 0.00 114 

IN1 EXCEPT r/e 115 0 0 0 0 0.00 0 0.00 0.00 115 

LEGAL 116 126 0 0 126 0.01 0 0.00 100.00 116 

OTHER 117 295 0 0 295 0.02 8% 0.05 -60.00 117 

OTHER 118 863 0 0 863 0.05 2.3% 0.13 -61.54 118 

O/A limit 119 0 0 0 0 0.00 0 0.00 0.00 119 


TOTAL ADWIN 120 129,921 0 0 129,921 7.08 136,145 -6.35 120 


plant OPERATING 


WE L PP TAXES 121 0 0 0 0 0.00 0 0.00 0.00 121 

SAURIES 126 31,734 0 0 31,734 1-73 38,861 2.16 -19.91 126 

EMP BENEFITS 127 4,472 0 0 4,472 0.24 5.524 0.31 -22.58 127 

own/REL PTY cmp 128 0 0 0 0 0.00 0 0.00 0.00 128 

UTILITIES 129 45,519 0 0 45.519 2.48 48.363 2.68 -7.46 129 

maint L REPAIR 130 20.880 0 0 20,880 1.14 19,311 1.07 6.54 130 

SUPPLIEO 131 w 0 0 238 0.01 865 0.05 -80.00 131 

W A L L  equipment 137 3.108 0 0 3,108 0.17 1,037 0.06 183.33 137 

OTHER 138 385 0 0 385 0.02 1,198 0.07 -71.43 138 


TOTAL PLANT OP 139 106,336 0 0 106,536 5.79 115,159 -9.39 139 


room L board 

emp BENEFITS 141 26,232 0 0 26,232 1A 3  29.085 1.61 -11.18 141 

DIETARY-SAL 142 145,545 0 0 145.545 7.93 162,745 9.03 -12.18 142 

OWN/REL PTY UP 143 0 0 0 0 0.00 0 0.00 0.00 143 

consultant 144 9,314 0 0 9.314 0.51 0 0.00 100.00 144 

food 145 66,m 0 0 66.772 3.64 65,545 3.64 0.00 145 

SUPPLIES 146 9,462 0 0 9,462 0.52 9.644 0.54 -3.70 146 

OTHER 148 143 0 0 143 0.01 u 0.00 100.00 148 

LAUNDRY-LINEN-SAL 149 33,951 0 0 33.951 1 1.85 33,985 1.89 -2.12 149 


LINEN - BEDDING 150 6.096 0 0 6.096 0.33 7,028 0.39 -15.38 150 

supplies 151 5,- 0 0 5,- 0.31 3,925 0.22 40.91 151 

OTHER 153 0 0 0 0 0.00 0 0.00 0.00 153 


housekeeping-sal 1% 6,668 0 0 6,668 0.36 7,867 0.44 -18.18 1% 
SUPPL I E t  155 1,201 0 0 1,201 0.07 1,495 0.08 -12.50 155 

OTHER 158 0 0 0 0 0.00 0 0.00 0.00 158 


TOTAL RH L BOAR0 159 311,072 0 0 311,072 16.95 321,351 11.65 -1.99 159 


JUN 0 6 2001 
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........ PRIOR YEAR 
REPORTED PROVIDER SRS r e s i d e n t  PER RESIDENT PER X LINE 

EXPENSE AD JUSTMT AD JUSTMT EXPENSE DAY EXPENSE DAY chg NO.- - ­

161 50, 50,044 0 0 50.044 2.73 52,184 3.01 -9.50 161 
162. 144.522 0 0 144,522 7.87 117,134 6.50 21.00 162. 
162b 0 0 0 0 0.00 0 0.00 0.00 162b 
163. 359,760 0 0 359,760 19.60 342,035 18.98 3.27 163. 
163b 0 0 0 0 0.00 0 0.00 0.00 16% 
16% 0 0 29.698 29,698 1.e 0 0.00 0.00 16% Note Attached 
165 88,534 0 0 88,534 4.82 81,159 4.50 7.11 164 
165 0 0 0 0 0.00 0 0.00 0.00 165 
166 0 0 0 0 0.00 0 0.00 0.00 166 
167 0 0 0 0 0.00 0 0.00 0.00 167 
168 9,941 0 0 9,%1 0.54 9,979 0.55 -1.82 168 
170 2.787 0 0 2.787 0.15 2,787 0.15 0.00 170 
171. 29,698 0 -29,698 0 0.00 22,015 1.22 0.00 171. Note Attached 
171b 0 0 0 0 0.00 0 0.00 0.00 171b Note attached 
171c 0 0 0 0 0.00 0 0.00 0.00 171c Note attached 
171d 0 0 0 0 0.00 0 0.00 0.00 171d Not. attached 
171e 0 0 0 0 0.00 0 0.00 0.00 1710 Mote Attached 
171f 0 0 0 0 0.00 0 0.00 0.00 171f Note Attached 
172 0 0 0 0 0.00 0 0.00 0.00 172 
173a 17,312 0 0 17,312 0.94 17,148 0.95 -1.05 173. 
173b 26,975 0 0 26.975 1.47 18.453 1.02 44.12 173b 
173k 21,244 0 0 21,244 1.16 20,839 1.16 0.00 173c 
173d 0 0 0 0 0.00 0 0.00 0.00 173d 
174 2.325 0 0 2,325 0.15 1.865 0.10 50.00 174 
175 0 0 0 0 0.00 0 0.00 0.00 175 
176 0 0 0 0 0.00 425 0.02 0.00 176 

Pharm-COnSULTanTS 177 0 0 0 0 0.00 0 0.00 0.00 177 
SPEECH THERAPY 178 0 0 0 0 0.00 0 0.00 0.00 178 

PHYSICAL THERAPY 179 0 0 0 0 0.00 0 0.00 0.00 179 
consultant 180 157 0 0 157 0.01 157 0.01 0.00 180 
nursing TRNG 181. 4,171 0 0 4,171 0.23 1,946 0.11 109.09 181. 
nursing TUNC 181b 285 0 0 205 0.02 82 0.00 100.00 181b 

RESIDENT transp 182 0 0 0 0 0.00 0 0.00 0.00 182 
OTHER 183 0 0 0 0 0.00 0 0.00 0.00 183 
OTHER 180 0 0 0 0 0.00 0 0.00 0.00 188 

TOTAL 38.31 189HLTH CARE 189 757.755 0 0 757,755 41.28 690,206 7.75 

70.10 190TOTAL ALLOwABLE 190 1,305,084 0 0 1,305,084 71.10 1.262.861 1.43 

OWNERSHIP 

int-r/e mortg 191 0 0 0 0 0.00 0 0.00 0.00 191 
RENT/LEASE 192 4,051) 0 0 4,058 0.22 8,715 0.48 -54.17 192 
LEASEHold imprv 193 0 0 0 0 0.00 0 0.00 0.00 193 

194dEPRECIATion 123,779 0 0 123,779 6.74 145,250 8.06 -16.38 194 

TOTAL OWNERS 127,837 8.551% 0 0 127,837 6.96 153.965 9.52 

E f f  DATE res DAYS mtg IN1 REnT/LEASe amort depr TOTAL PPO PROP allow VALUE factor PROP FEE 
09/01/94 17,994 3.343 0 0 86,973 90,316 5.02 5.66 0.00 5.66 

JUN 0 6 2001
TN# MS-97-11Approval Date Effective Date 7I \ 147 Supersedes TN# MS-96-07 
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TYPE:  

INSTITUTIONALSTATE PLAN AMENDMENT 
ASSURANCE AND FINDING CERTIFICATION STATEMENT 

KansasSTATE: # - MS-97-11 

REIMBURSEMENT HospitalInpatient 
Nursing Facility X 
ICF/MR 

PROPOSEDEFFECTIVEDATE: july 01,1997 

A. 	 StateAssurancesandFindinas.TheStateassuresthat it hasmadethe 
following findings: 

1.447.253 (b) (1) (I) - The State pays for inpatient hospital services and 
long term carefacility services through the use of rates thatare 
reasonable and adequateto meet the coststhat must be incurred by 
efficiently and economically operatedproviders to provide services in 
conformity withapplicable State and Federal laws, regulations,and 

safety and quality 

2. With respect to inpatient hospital services -­

a. 	 447.253 (b) ( I )  (ii) (A) - Themethodsandstandardsused to 
determine paymentrates take into account thesituation of 
hospitals which serve a disproportionate number of low income 
patients withN/A needs. special 

b. 447.253 (b) (1) (ii) (B) - If a State elects in its State plan to cover 
inappropriate level of care services (that is, servicesfurnished to 
hospital inpatients whorequire a lower coveredlevel of care such 
as skilled nursing services or intermediate care services) under 
conditions similar to those described in section 1861 (v) (1) (G) of 
the Act, the methods and standards usedto determine payment 
rates must specify thatthe payments for this type of care mustbe 
made at rates lowerthan those for inpatient hospital level of care 
services, reflecting the level of care actually received, in a manner 

with section 1861 (v) (G) of Act.consistent N/A 

If the answer is "not applicable," please indicate: 

nursing facilityAmendment 
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hospital 

-- 

CFR  

State  

basis.  24-hour  
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c. 	 447.253 (b) (1) (ii) (C) - The payment rates are adequate to assure 
that recipients have reasonable access, taking into account 
geographic location and reasonable travel time, to inpatient 

services quality. N/Aofadequate 

3. With respect to nursing facility services 

a. 	 447.253 (b) (1) (iii) (A) - Except for preadmission screening for 
individuals with mental illness and mental retardation under 42 
CFR 483.20(f), the methods and standardsused to determine 
payment rates takes into account the costs of complying with the 
requirements of 42483subpart B. Yes 

b. 447.253 (b) (1) (iii) (B) - The methods and standards used to 
determine paymentrates provide for an appropriate reduction to 
take into account the lower costs(if any) of thefacility for nursing 
care under a waiver of the requirementin 42 CFR 483.30(c) to 
provide licensed nurses on a Yes 

c.447.253 (b) (1) (iii) (C) - TheStatehas established procedures 
under which the dataand methodology used to establish payment 
rates available to the public. Yesaremade 

4. 447.253 (b) (2) - The proposed payment rate will not exceed the upper 
payment limits asspecified in 42 CFR 447.272: 

a.447.272 (a) - Aggregate payments made to each group of health 
care facilities (hospitals, nursing facilities and ICFs/MR) will not 
exceed the amountthat can reasonablybe estimated would have 
been paid for those services underMedicare payment 
principles. Yes 

b.447.272 (b) - Aggregatepayments to each group of State-operated 
facilities (that is, hospitals,nursing facilities and ICFs/MR) --when 
considered separately-- will not exceed the amount that can 
reasonably be estimated would have been paid for under Medicare 
payment principles. Yes 

If there are no State-operated facilities, please indicate “not 
applicable:" N/A 

c. 	 447.272 (c) - Aggregate disproportionate share hospital (DSH) 
payments do not exceed the DSH payment limits at 42 CFR 
447.296 through 447.299. n/a 

eff 07/01/97 



-3- 

-- 

-- 

State  
Rev 2(4/12/95) 
Assurance and Findings Certification StatementKansas 
Page TN # MS-97-11 

d.Section1923(9) - DSH payments to individual providers will not 
exceed thehospital-specific DSH limits in section 1923 (9) of the 
Act. N/A 

B. StateAssurances.TheStatemakesthe following additional assurances: 

1. For hospitals 

a.447.253 (c) - In determining payment when there has been a sale 
or transferof the assets of a hospital, the State’s methods and 
standards provide that payment rates can reasonably be expected 
not to increase in the aggregate solelyas a result of changes of 
ownership, more than payments would increase under Medicare 
under 42 CFR 41 3.130, 41 3.134, 41 3.153 and 41 3.157 insofar as 
these sections affect paymentfor depreciation, interest on capital 
indebtedness, return on equity (if applicable), acquisition costs for 
which payments were previously madeto prior owners, and the 
recapture ofN/A depreciation. 

2. For nursing facilities andICFs/MR 

a. 447.253 (d) (1) - When there has been a sale or transfer of the 
assets of a NF or ICF/MRon or after July 18, 1984 but before 
October 1, 1985, the State’s methods and standardsprovide that 
payment rates can reasonablybe expected not to increasein the 
aggregate, solely as aresult of a change of ownership, more than 
payments would increase under Medicare under42 CFR 413.130, 
41 3.134, 41 3.153 and 41 3.1 57 insofar asthese sections affect 
payment for depreciation, intereston capital indebtedness, return 
on equity (if applicable), acquisition costs for which payments were 
previously madeto prior owners, and the recapture of 
depreciation. Yes 

b. 	 447.253 (d) (2) - When there has been a sale or transfer of the 
assets of a NF or ICF/MRon or after October 1, 1985, the State’s 
methods and standardsprovide that the valuation of capital assets 
for purposes of determining paymentrates will not increase (as 
measured fromthe date of acquisition by the seller to the date of 
the change of ownership)solely as a result of a change of 
ownership, by more than the lesser of: 

&‘JUN 0 6 2001 
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(i) 	 % of the percentage increase (as measured from the dateof 
acquisition by the seller to the date of the change of 
ownership) in the Dodge Construction indexapplied in the 
aggregate with respect to those facilities that have 
undergone a change of ownershipduring the fiscal year; or 

(ii) 	 W of the percentage increase (as measured from the date of 
acquisition by the seller to the date of the change of 
ownership) in the Consumer Price Index for All Urban 
Consumers (CPI-U) (United States city average) applied in 
the aggregate with respect to those facilities that have 
undergone a changeof ownership during the fiscal 
year. Yes 

3. 447.253 (e) - The State provides for an appeals or exception procedure 
that allows individual providers an opportunity to submit additional 
evidence and receive prompt administrative review,with respect to such 
issuesas the Statedeterminesappropriate,ofpaymentrates.Yes 

4. 	 447.253 (f) - The State requires the filing of uniform cost reports by each 
participating provider. Yes 

5. 	 447.253 (9) - The State provides for periodic audits of the financial and 
statistical records of participating providers.Yes 

6. 	 447.253 (h) - The State has complied with the public notice requirements 
of 42 CFR 447.205. 

Notice published on : June 19. 1997 
If no date is shown, please explain: 

7. 447.253 (I) - The State pays for inpatient hospital and long-term care 
services using rates determined in accordance with the methods and 
standards specified in the approvedYes 



State  
Rev 2 (4/12/95) 

and Findings Certification StatementAssurance Kansas 
Page -5- TN # MS-97-11 

C. Related Information 

1. 	 447.255 (a) - NOTE:If this plan amendmentaffectsmore than one type 
of provider (e.g., hospital, NF and ICF/MR; or DSH payments)provide the 
following rate informationfor each provider type,or the DSH payments. 
You may attach supplemental pages as necessary. 

ProviderType: nursing Facility 

For hospitals: Include DSH paymentsin the estimated average rates. 
You may either combinehospital and DSH paymentsor show DSH 
separately. If including DSH payments in a combined rate, please initial 
that DSH are included. n /apayments 

Estimated averageproposed payment rate as a result of this 
amendment: 71.94 

Average paymentrate in effect for the immediately preceding rate 
67.17 period: 

of Percentchange: change: 7.1%Amount4.77 of 

2. 447.255 (b) - Provide an estimate of the short-term and, to the extent 
feasible, long-term effect the changein the estimated averagerate will 
have on: 

a.The availability ofservices on astatewideandgeographicarea 
basis: 
There are approximately 397licensed Nfs or Nfs-MHin the Stateof 
Kansas with at least onein every county Of these. 392 or 99% 
are certified to particbate inthe Medicaid program There are 15 
licensed Nfs-MH in the State of Kansas: all of them participate in 
the Medicaid program Beds are available in every area of the 
State and close coordination with thelocal and area KDOA offices 
and AAA's allows theagency to keep close track of vacancies. 

b.Thetypeofcarefurnished: 
Maintain the type of care furnished.and 

c. 	 Theextent of provider participation: 
Maintain the extent of provider participation. The extent of 
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StateKansas 
TN#MS-97-1 I 

Provider Participation shouldnot be affected by this change 
Ninety-nine Percent ofthe available providers are already 
participating in this program. 

d. For hospitals -- the degree to which costs are covered in hospitals 
that serve a disproportionate numberof low income patients with 
special needs: 

Not Applicable 

I HEREBY CERTIFY that to the best of my knowledge and belief, the information 
provided is true, correct, and acomplete statement prepared in accordance with 
applicable instructions. 

A 

Completedby janet -8- Date 09/08/97 09/08/97 
v -

Rev 2(4112195) 


